There is a demand for these services,72' and these facilities are possibly less developed in rural areas. General practitioners have also found intensive courses in diabetes helpful in keeping them up to date and improving their clinical skills.22
"Research is vital to improve standards of patient care. It increases knowledge and fosters a critical attitude to existing pattems of care and treatment," reported the royal commission on the NHS in 1979.' The report went on to comment on the absence of objective criteria for setting health priorities and to emphasise the need for health service research to be multidisciplinary. Innovation has, however, been largely driven by hospital consultants and scientists with specialist interests in diseases and treatment. Research priorities have reflected this, to the neglect of evaluation of current practice. Three recent significant changes have created a great opportunity to focus research on the health needs of the population. The first is the creation in 1990 of the purchaser and provider split in the NHS, which gave commissioning authorities (district health authorities and family health services authorities) powers and responsibilities to develop health care strategies and purchasing plans that maintain good health and maximise health gain. The second is the development of medical audit, which encourages practitioners critically to examine current practice. The third is the establishment of a research and development strategy for the NHS in 1991 under the direction of Professor Michael Peckham. Its prime objective is "to see that R&D becomes an integral part of health care so that clinicians, managers and other staff find it natural to rely on the results of research in their day to day decision making and longer term strategic planning."
The strategy is currently being developed by regional health authorities, which have the responsibility to plan a coherent programme. To be successful the regional plan will need to encompass research and development at the grass roots level in communities and primary care settings. This is an enormous challenge for family health services authorities, which should, together with the regional health authority, develop a local strategy for research and development activity in primary care and establish targets for appropriate spending.
Resources
Most patients are managed in primary care but the vast majority of research publications derive from hospitals. In South East Thames Regional Health Authority about 0-96% of the NHS spend is on research and development, of which only 0 03% is recorded as for primary care. Correcting this imbalance should be a priority for family health services authorities. The financial resources proposed by the secretary of state to support the strategy are intended to move over a 5 year period from 0/8% of the total NHS budget to a target of 1-5%. On a pro rata basis this might make C92 7 million available to primary and community care.
Only 15% of-health research is currently funded by the Department of Health or NHS, the bulk being funded by pharmaceutical companies and medical BMJ VOLUME 306equipment companies. Family health services authorities must aim to attract the bulk of the target spend on family health services from NHS funds.
What should family health services authorities do?
Family health services authorities should have already identified a lead officer for research and development. This may be the medical adviser, whose background as a partner in general practice is particularly useful in three ways. Firstly, he or she will have an understanding of primary care, especially clinical presentations in general practice. Secondly, the medical adviser will appreciate the variety of ways of delivering care within a practice and can ensure that research into processes of delivery of care is not neglected. Thirdly, medical advisers tend to be pragmatic and able to address the key consideration in developing health service research, which is whether or not organisational factors pose immutable barriers to implementing the research findings.2
The multidisciplinary nature of primary health care must be appreciated and appropriate research developed to include, for example, community dental practitioners, optometrists, community nurses, pharmacists, physiotherapists, and health educationalists. Family health services authorities should establish a multidisciplinary primary care research strategy group, drawing where possible on local academic departments of general practice and public health and with district and regional public health medicine representatives. This would permit an accurate assessment of current purchaser and provider research and development activity, interest, expertise, and capacity and develop a framework for maintaining this.
Commissioning authorities should outline their current commissioning priorities and highlight the research needs of their health strategies and primary care developments. In particular, family health services authorities should consider which skills they require "in house" and which they need to "buy in". At present it seems that they will wish to lead their own purchasing of intelligence and perform research analysis; they should develop sufficient statistical and epidemiological skills to conduct surveys and evaluate small projects on service developments and contractual monitoring, and have the expertise to commission larger pieces of work. Exciting possibilities exist for collaboration with units, fostering research and development on multidisciplinary teamwork and integrated care.
Research strategy for commissioning It is the responsibility of fundholding general practices to decide priorities for research in the context of the population's needs and the contracts set with each provider. Current patterns of service need to be critically assessed and feasibility or pilot studies implemented to inform new strategies. Our multiethnic area has the highest rate of termination of pregnancy, and a literature search showed that we needed to commission research to identify AfroCaribbeans' perceptions of family planning.
Family health service authorities should ensure that their arguments are backed up with research evidence when negotiating contracts with regional health authorities and in discussions with the Department of Health. Some of the general practitioner contract's3 requirements, such as check ups every three years and deprivation payments, either ignore the findings of research4 or have no supporting evidence. Undoubtedly the freeing of research funds for health service research creates an opportunity for purchasers and providers to collaborate to maximise the benefit to primary care research, which has traditionally been underfinanced. At the same time, much good practice has developed that needs better dissemination and application. Family health services authorities are in a pivotal position to develop a research and development strategy which ensures that commissioning decisions are based on best available knowledge, that primary health care workers are adequately resourced, skilled, and motivated to participate in the research and development of the services they provide, and that evaluation of current and new patterns of care becomes routine. Summary * General practice research has been a minority activity and underfunded in the past * The creation of the purchaser and provider split, the introduction ofmedical audit, and the new research and development strategy for the NHS provide an opportunity to focus research on the health needs of the population * FHSAs, with the regional health authority, should develop a local strategy for research and development and appoint a lead officer, who may be the medical adviser * When negotiating contracts FHSAs need to back up their arguments with research evidence * NHS development research should cover quality, distribution, accessibility, outcome, and effectiveness * FHSAs should play a part in disseminating knowledge in the interests of achieving an effective and high quality service * GPs should be encouraged to participate in research by relaxing the regulations of compulsory hours of patient service and by creating a practice development allowance I thank Professors Roger Higgs, Walter Holland, and David Morrell to whom opinions and errors therein cannot be ascribed, Dr Yvonne Doyle for help with references, and Ms Pauline Andrews for typing the manuscripts.
